I. INTRODUCTION
Quality, cost, and access are the three fundamental areas of contention that society struggles to balance in the health care arena. 1 The Obama Administration, through the Patient Protection and Affordable Care Act (ACA), is attempting to rebuild and reform the inefficient and problematic health care system in the United States. In the United States, almost 20% of the gross domestic product is spent on health care. 2 Other developed countries spend half as much on health care, and yet, the health care provided in America is no better, and often worse, by comparison. 3 As the ACA expands Medicaid eligibility by creating a national Medicaid minimum eligibility level of 133% of the federal poverty level 4 and requires U.S. citizens to purchase health insurance as a result of the individual mandate, the shortage of primary care physicians will become painfully Clearly, RHCs are proving to be a successful and in demand fixture in the health care sphere.
RHCs are walk-in clinics predominantly run by retailers that contain pharmacies such as CVS, Walgreens, Wal-Mart and Target, as well as some grocers like Kroger. 13 RHCs are generally staffed by non-physician medical professionals such as nurse practitioners (NPs), advanced nurse practitioners (ANPs), and physician assistants (PAs). They provide preventative care, treat minor and simple acute conditions (such as strep throat and pink eye), and administer vaccinations.
14 Typically, RHCs are "open seven days a week, with extended weekday hours; no appointments are necessary and visits generally take 15 to 20 minutes due to the limited scope of services offered." 15 There are many legal barriers to the creation of RHCs across the United States. Laws governing the corporate practice of medicine, scope of practice, physician supervision, certificate of need, and liability under federal Stark II and anti-kickback laws may play a part in restricting the success of RHCs. 16 This note will address licensure, scope of practice, and physician supervision laws in relation to RHCs in the United States. Health care is a highly regulated area. 17 It is logical that a complex regulatory scheme exists in health care, as oversight is needed when the health of society is at stake. 18 Although a degree of regulation is necessary, I will argue that in many instances, laws need to be relaxed for the population to gain better access to care. 13 Bruce Jaspen, CVS Drives Retail Clinic Growth As Obamacare Launches, FORBES (Dec. 5, 2013), http://www.forbes.com/sites/brucejapsen/2013/12/05/cvs-drives-retail-clinic-growth-asobamacare-launches/.
14 Retail Health Clinics: State Legislation and Laws, NAT'L CONF. OF As a result of health care conditions created by the ACA, it is necessary to allow for increased flexibility in state regulation of scope of practice licensing laws to permit the advancement and utility of RHCs. Legal authority to alter scope of practice laws lie with state-based health professional licensing laws. 19 Varying state laws that govern the scope of practice of NPs, ANPs, and PAs must be revised to limit the required level of physician supervision so that nurse practitioners have more autonomy to diagnose and prescribe medication. The predicted benefits of expanding the scope of practice laws are great as the number of primary care providers would increase and physicians would be free to care for more patients with more complex ailments. 20 Nurses are an extremely versatile resource in the health care workforce. 21 The U.S. health care system suffers when such a resource is not utilized, as "[a]rtificial scope of practice restrictions prevents health care professionals from performing the full range of skills for which they have been trained, limit consumer access to care and choice of providers, and inflate the cost of health care." 22 Medical students that graduate with thousands of dollars in debt choose to become specialists, which is a more lucrative career path, as opposed to the low-paying primary care physician. 23 A study in the Annals of Family Medicine concluded that the United States will require nearly 52,000 additional primary care physicians by 2025 due to population growth, the aging population, and insurance expansion. 24 Non-physician medical professionals should be allowed to fill the void in primary health care so that the promise of increased access to health care can come to fruition. Society must adapt to changing circumstances and needs in order to avoid becoming stagnant and unproductive.
Though a need for physician involvement and supervision in retail clinics remains, that role should not be as involved as many states scope of practice laws require. Physicians have experienced a thorough training process and there are procedures only they should be permitted to provide. 25 However, all members of the health care workforce should be able to "practice to the full extent of their education and training so that more patients may benefit." 26 The creation of non-physician medical specialties such as NPs developed in a health care climate similar to the conditions that exist today. PAs and NPs were established during a time of increased demand for medical services resulting from the post-war baby boom and the subsidization of medical care. 27 As demands for health care services change and grow, so too must the laws that regulate and govern the system in order for innovation to flourish. A physician who works in an emergency room in Lexington, Kentucky stated, "I think of (Obamacare) as giving everyone an ATM card in a town where there are no ATM machines. The coming storm of patients means when they can't get in to see a primary care physician, even more people will end up with me in the emergency room." 28 As an increased health care force was needed in post-World War II America, an increased health care force is needed in post-Obamacare America. Retail clinics hold the power to increase access to health care at lower costs without compromising quality. State law must catch up with realities of health care demands created by the ACA for any significant evolution of health care to occur.
In 30 However, research demonstrates that that the quality of primary care provided by NPs is similar to that provided by physicians. 31 State licensing boards that determine scope of practice laws have been found to be self-serving. The boards are made up of physicians that may be motivated to serve their own economic self-interests rather than public interests. 32 Physicians may be threatened due to an overlap of duties that non-physician medical professions are trained to perform. 33 Members of licensing boards, therefore, may prefer to prevent the expansion of scope of practice laws to protect their personal interests. There must be a greater push to place a diverse group of professionals on state medical boards, such as nurses and lawyers, to control the problems that are associated with professional self-regulation. The unnecessary level of restriction created by economically motivated state licensing laws must be relaxed so competent medical professionals can provide care to the to thousands of people about to gain access to health care as a result of the ACA.
The The court ultimately decided that the terms of the state medical statute focuses exclusively on pathologies and abnormalities to define the practice of medicine. 37 As pregnancy and childbirth are neither pathologies nor abnormalities, the conduct of the midwives was held to not constitute the practice of medicine. Thus, midwives were permitted to continue to practice their duties. 38 In Sermchief v. Gonzales, a case from the Supreme Court of Missouri, also illustrates the arguments made by a state licensing board challenging the scope of practice of professional nurses. Members of the Missouri State Board of Registration for the Healing Arts (the Board) charged two licensed professional nurses with the unauthorized practice of medicine. 39 The procedures at issue, such as taking of history, breast and pelvic examinations, and blood serology, were all acts done pursuant to orders signed by physicians. 40 The Board also charged the physicians who signed the orders with aiding and abetting the unauthorized practice of medicine. At issue was whether the conduct of the nurses constituted "Professional Nurses" as defined in the Nursing Practice Act of 1975. The court stated that there was "a manifest legislative desire to expand the scope of authorized nursing practice evidenced by the elimination of the requirement that a physician directly supervise nursing functions" and the legislature's "formulation of an open-ended definition of professional nursing." 41 The court reasoned that the procedures the nurses undertook fell within the legislative standards. 42 As the Sermchief court and other courts across the United States decline to draw a definitive line separating the practice of medicine and the practice of professional nursing, physicians and state medical boards that 36 Id. at 149. 37 Id. at 155. 38 would prefer to maintain a monopoly over medical conduct will likely continue to create legal challenges to advanced nursing practices.
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A. Pennsylvania: A Case Study
In 2007, the then Governor of Pennsylvania, Ed Rendell, announced a new bill for health care reform that included expanding the scope of practice of the non-physician health care workforce. 44 The bill, known as the "Prescription for Pennsylvania," set out to "relieve shortages of primary care providers; ensure access to cost-effective health care for citizens of all racial, ethnic, and language backgrounds; improve access to health care services in evenings and weekends; and, increase the diversity of the health care workforce." 45 The legislation expanded and clarified with specificity the roles of Physician Assistants, Respiratory Care Practitioners, Advanced Registered Nurse Practitioners, Physical Therapists, and Public Health Dental Hygiene Practitioners. 46 For example, the bill lists a number of procedures a Physician's Assistant is legally allowed to conduct "provided that the physician assistant is acting within the supervision and direction of the supervising physician." 47 Demographic information specific to Pennsylvania demonstrates how expanding the scope of practice laws will benefit the residents of Pennsylvania. The information reflects that, "Pennsylvania's 3,195 Nurse Anesthetists, 6,637 Advanced Practice Registered Nurses, and more than 5,000 Physician Assistants will have an expanded scope of practice, resulting in patients getting more personalized attention and freeing physicians to concentrate on more challenging therapies." 48 In addition, "community and retail clinics staffed by Advanced Practice Registered Nurses are likely to become more abundant, with particular impact in rural areas where nearly three and a half million Pennsylvanians reside." Further, the expansion and increased flexibility of scope of practice legislation holds the potential to aid rural populations across the United States.
50 Twenty-five percent of the U.S. population lives in rural areas, and yet, only ten percent of physicians practice in such areas. 51 The people that reside in rural areas, who are generally poor and in poor health, need a consistent source of primary care that non-physician medical professionals are qualified to provide. It is not the education or capabilities that are holding back ANPs from providing such services; it is restrictive laws that have not evolved with the changing demands of health care.
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Governor Rendell was able to successfully amend restrictive and outdated laws that inhibited the people of Pennsylvania from accessing quality low-cost health care. Pennsylvania now provides a model that should be followed by many other states, especially in light of the increased pressure on the health care market resulting from the ACA. In fact, the New Jersey State Nurses Association has pointed to the positive impact of Governor Rendell's actions when discussing the necessity of removing barriers to APNs in their own state. 53 If more state legislators amended scope of practice laws to reflect the realities of health care needs, perhaps the U.S. health care system would experience less turmoil and more success.
B. Variation in Scope of Practice Laws Throughout the United States
One reason for the success of the expansion of scope of practice laws in Pennsylvania was that that the opposition was satisfied with the "decision to link scope expansions to collaborative practice agreements calling for some level of supervision or delegation by one profession over another." 54 The degree of physician oversight thought to be necessary wildly varies among the states. Massachusetts regulated retail clinics through executive action. 56 On January 3, 2014, the state of Massachusetts amended its laws regarding the requirements for clinic licensure. 57 Under the law,
One or more physicians, as necessary, shall provide or supervise the provision by the clinic of all services involving the practice of medicine. At least one physician shall be present at the clinic whenever medical services are provided, unless these services are provided pursuant to written protocols or guidelines by a physician assistant or a nurse practicing in an expanded role in accordance with the regulations of the appropriate registration board.
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Arizona, on the other hand, does not require that a licensed physician be on-site during working hours of an urgent care clinic. Arizona law provides that when a licensed physician is not on site, "as a condition of licensure, the center must post a conspicuous sign stating this fact. The center must post this sign in the center's patient waiting room in full view of the patients."
59 In Florida, "[a] physician who is engaged in providing primary health care services may not supervise more than four offices in addition to the physician's primary practice location." 60 Clearly, states disagree on the level of physician oversight required. Some states have enacted legislation specific to retail clinics such as Massachusetts, and others have not. However, a degree of physician supervision is necessary at retail clinics as non-physician practitioners may not be capable of handling every condition they encounter. It should not be construed as weakness that non-physician practitioners may need to refer a patient to a physician, since "APRNs have competencies that include the knowledge to refer patients with complex problems to physicians, just as physicians refer patients who need services they are not trained to provide, such as medication counseling, developmental screening, or case 55 61 Though supervision is necessary, laws regulating the degree of supervision should be relaxed to provide nonphysician practitioners with an amount of autonomy correlative to their knowledge and training. 62 Rather, the use telecommunication and telemedicine as a source of physician oversight of RHCs should be utilized, as further discussed in the next section.
III. TELECOMMUNICATION AND TELEMEDICINE
A. Increasing the Ease of Physician Oversight at RHCs
State laws should be further amended to more easily permit the use of telecommunications, so that physicians can supervise the non-physician workforce without having to be on-site at RHCs during working hours. Telemedicine has been defined as "the use of electronic communication and information technologies to provide or support clinical care at a distance." 63 Telemedicine "may be as simple as two health professionals discussing a case over the telephone, or as complex as using satellite technology and video-conferencing equipment to conduct a real-time consultation between medical specialists in two different countries." 64 State laws require that a physician that practices medicine in a state be licensed in that state, which presents a barrier to the wide use of telemedicine. 65 Although the restrictions on inter-state medical advice should be relaxed, there are smaller steps that can be taken initially. As the practice of telemedicine across state lines remains a point of contention, intrastate telecommunication should be permitted so that retail clinics can use various forms of technology as a mode of physician supervision.
In the current tumultuous state of health care in the United States, legislatures must take action to optimize resources to their fullest potential. The full capabilities of both non-physician health care workers and technological advancements must be exhausted. Although, state legislatures should enact legislation that allows RHCs to be supervised with intrastate telecommunication in light of the demands of the ACA, permanently restricting telemedicine to intrastate commerce will likely prevent the health care industry from obtaining full economic advantage of the practice. 66 Eventually, it is hoped that state laws will permit the expansion of telemedicine across state lines.
A prime example of a state legislature permitting the use of telecommunications specifically for supervision for RHCs is the state of Illinois. Legislation enacted in 2014 states that a written collaborative agreement between a physician and APN is adequate if, among other things, "methods of communication are available with the collaborating physician in person or through telecommunications for consultation, collaboration, and referral as needed to address patient care needs."
67 As RHCs typically only address simple acute health conditions, such as a respiratory or urinary tract infection, 68 it seems to be an unnecessary expenditure of resources to demand a physician to always be on site when services are provided, as is required in Massachusetts. I believe that more states should follow the footsteps of Illinois so that access to quality care at a low cost can be ascertainable.
Off-site physicians who are available through telemedicine communications, such as a telephone call or videoconference, should be considered to be supervising RHCs. However, there should be a system in place to constrain the types of conditions that can be treated at the clinic. With regard to supervision, non-physician practitioners should initiate the supervision or assistance. As previously stated, non-physician practitioners possesses the expertise to know when to refer patients with complex 66 Id. at 772. 67 225 ILL. COMP. STAT. 60/54.5(b)(5) (2014). 68 Stephanie Watson, More Americans using retail health clinics, HARVARD HEALTH BLOG (May 10, 2013), http://www.health.harvard.edu/blog/more-americans-using-retail-health-clinics-201305106189.
problems to physicians. 69 When a supervising physician contacted through telemedicine is too far away to provide necessary care that non-physicians also cannot provide, "clinics will have referral relationships in place with local physicians or hospitals for customers with conditions that fall outside of their treatment scope and who need a regular source of care."
70 There should also be a sign that informs patients that a physician is not on site, as required under Arizona law.
If the procedures RHCs perform are limited to treating simple acute conditions and providing preventive care and non-physician practitioners are working within the scope of their educational expertise, telemedicine will prove to be a more than sufficient mode of supervision for nonphysician practitioners in RHCs.
B. Use of Telemedicine in the Direct Provision of Care at RHCs
RHCs are not only dabbling with the use of telemedicine as a form of physician supervision, but also as a mechanism to provide care. Early in 2013, Rite Aid became the first retail provider to use telemedicine when it announced plans for its use in 58 of its Now Clinic Program. 71 The use of telemedicine "allows health clinic patients to have a private, one-on-one consultation via video conference with a physician" as opposed to a nursepractitioner. 72 Other retailers are predicted to make use of telemedicine in the near future to remain competitive in the market. 73 According to The American Telemedicine Association, "there are currently 200 telemedicine networks operating in the United States using more than 3,500 sites. The association estimates that 50% of U.S. hospital networks now use some form of telemedicine." 74 Despite the obvious need for RHCs in today's health care environment, various groups have expressed their concerns and criticisms of RHCs. These groups include the American Academy of Pediatrics (AAP), the AMA, and the American Academy of Family Practice (AAFP). The AFFP is concerned with fragmentation of care, the possible effects on quality care, and the provision of episodic care to children with special needs and chronic conditions. 78 Though the AAP lists a variety of concerns, they acknowledge that the current economic conditions supports the proliferation of RHCs. 79 As a result, the AAP provides recommendations for RHCs which include: communications with the patients pediatrician or primary care physician within 24 hours of the visit, assisting families to establish a contact with a medical home that will provide continues and coordinated care, and eliminating financial incentives for visits to RHCs in lieu of primary care physician offices. 80 The AAFP also stresses the importance of establishing a medical home. 81 The AAFP expresses concerns about fragmentation of patient care and the need for services that are provided at RHCs to be coordinated with a patient's primary care physician.
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A takeaway from these critiques is, although various organizations have concerns, these organizations recognize the need and demand for RHCs in America. These organizations may not explicitly advocate for RHCs, but they provide guidelines for RHCs as they recognize that the current economic dynamics will support the existence of RHCs. 83 will regulation balance opposing concerns regarding this novel and necessary health care innovation? Many groups oppose expanding scope of practice legislation, "arguing that nurses lack the training to safely diagnose, treat, refer to specialists, admit to hospitals and prescribe medications for patients, without a doctor's oversight." 84 For example, the AMA has persistently opposed state legislation aimed at expanding the scope of practice for medical professionals other than physicians. 85 AMA Resolution H-35.988 states it is in the public interest to "oppose enactment of legislation that authorizes the independent practice of medicine by any individual who has not completed the states requirements for licensure to engage in the practice of medicine. . . ." 86 AMA Resolution H-160.947 states the AMA will "develop a plan to lobby against laws that allow advanced practice nurses to provide medical care without the supervision of a physician." 87 Resolution H-160.947 also states "the physician must be available for consultation with the physician assistant at all times, either in person or through telecommunication systems or other means."
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A main concern for the AMA appears to be the provision of care by non-physician professionals without the supervision of a professional. The care given by non-physician professionals at RHCs must be supervised; however, that supervision should be limited to optimize access and lower costs. As the AMA does not require in-person physician consultation and permits physician assistance through telecommunication, the AMA leaves the door open for the limited physician supervision that would allow RHCs to thrive. Washington is also taking notice of the importance of telemedicine.
and necessity of retail clinics for the future of efficient health care in America.
VI. CONCLUSION
The ACA has instituted various changes aimed at repairing the broken health care system in the United States. In order to support the increased use of the health care system that will inevitably occur as a result of the ACA, changes in licensing legislation must be made. Non-physician medical professionals have been shown to provide quality care at a lower cost. RHCs are a mechanism to provide access to health services in the coming years when people would otherwise be waiting in lines for acute health care. State laws should be relaxed to minimize the required level of physician supervision at RHCs to optimize resources and save money. Economic protectionism, implemented by many state licensure boards, should no longer prevail. The health of U.S. citizens is at risk; expansion of scope of practice laws, relaxing physician supervision requirements at health clinics, and permitting increased use of telemedicine is necessary for the health care industry to be successful. As the barriers to health care are slowly broken down, provisions of the ACA can reach their full potential and ultimately save the lives of thousands of U.S. citizens.
